ing text pages as an emergency if its content warranted immediate attention, urgent if its content warranted attention within the hour, and nonurgent if its content did not require a response within 1 hour.
We reported descriptive data as counts and percentages, with 95% confidence intervals (CIs), for categorical data, or mean and standard deviation for continuous data. A weighted analysis was carried out to assess rater agreement when judging critical pages. The research ethics boards at both institutions approved this study.
Results.
During the 2-month study period, 1409 of 10 190 pages were sent to the wrong physician (14%; 95% CI, 13%-15%). These were typically sent during the postcall period (36%; 95% CI, 33%-39%), during evenings (22%; 95% CI, 19%-25%), and during scheduled academic half days (21%; 95% CI, 18%-24%). A review of the text pages sent to the wrong physician (213 of 1409 [15%]) revealed that 15% (95% CI, 10%-20%) of these pages were emergency pages that warranted immediate attention and 32% (95% CI, 25%-39%) were urgent pages that warranted a response within the hour (=0.70-0.73) (Table) .
Comment.
We found that 14% of all pages were sent to the wrong physician when he or she was not on duty and out of the hospital and that 47% of these were an emergency or urgent. This extrapolates to over 4300 pages per year at each hospital, including approximately 2000 pages requiring an emergency or urgent response. These incorrect pages create delays and inefficiencies in care that disrupt workflow and represent potential threats to patient safety. Our results were consistent across 2 teaching hospitals with different call schedule and paging systems. Limitations of our study include that our retrospective method for classifying pages was not designed to detect pages sent to the wrong physician during regular hours and may have misclassified pages. We were also unable to determine how the sender of the pages resolved the paging error, so it is difficult to say what impact these errors had on patient care. Despite this, we believe that the frequency of pages sent to the wrong physician is too high and are taking steps to reduce the potential for these errors. 
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Rituximab and Thyroid Function
Report of a Case. In August 2006, a 39-year-old woman with rheumatoid arthritis (RA) was seen at the outpatient clinic for exacerbation of RA. In the previous few months, she had progressively swollen and painful joints, notably her wrists, knees, and feet. A review of her medi-cal history revealed that in addition to an erosive, rheumatoid factor anticitrullinated protein antibody-positive RA since 1995 she had autoimmune hypothyroidism and diabetes mellitus type 1 since 1986. For these conditions she used long-acting (24 U/d) and short-acting (50 U/d) insulin and L-thyroxine (262.5 µg/d). Findings from physical examination were unremarkable except for polyarthritis (shoulders, elbows, wrists, knees, ankles, hands, and feet). Her RA disease activity score of 28 joints (DAS28) was 8. 
